The 12-lead electrocardiogram has been referred to as an "11-lead study" on the basis of the false assumption that lead aVR yields only limited information. As this area is already covered by other leads (I, aVL, V 5 , V 6 ), aVR was only used to confirm correct arm lead placement and was assumed to reflect only reciprocal changes from the lateral portion of the heart. As a result, the unpaired lead aVR has been largely ignored and has been coined the "forgotten lead."
1 In reality, aVR is an informative lead that also reflects the right ventricular outflow tract and the basal portion of the interventricular septum. Analysis of aVR's individual waveforms should be performed in concert with all other leads because it can provide critical information in the management of a number of medical conditions.
The ST segment in lead aVR is used in the assessment of narrow complex tachyarrhythmia. Ho et al 2 reported the presence of ST elevation in aVR has a 71% sensitivity and a 70% specificity of distinguishing atrial ventricular reciprocating tachycardia (such as Wolff-Parkinson-White) from atrial ventricular nodal reentrant tachycardia. In addition, aVR morphology can also be used to distinguish wide complex supraventricular tachycardia from ventricular tachycardia. For example, in 2008 Vereckei et al 3 reported a 98% sensitivity in differentiating wide complex supraventricular tachycardia from ventricular tachycardia based solely on the analysis of aVR morphology ( Figure 1) .
The presence of a prominent R wave in aVR is a critical finding in sodium channel blocker poisonings, such as with tricyclic antidepressants. 4 Liebelt et al 4 concluded that an R wave amplitude > 3.0 mm is more sensitive than QRS interval as a predictor of seizures and ventricular dysrhythmias (Figure 2) .
Finally, aVR is a valuable lead in the management of acute coronary ischemia. Although aVR ST-segment elevation may be an abnormal variant in supraventricular tachycardia, bundle branch blocks, left ventricular hypertrophy, or right ventricular hypertrophy, in the presence of other ischemic changes aVR ST-segment elevation is a sensitive indicator of left main, left anterior descending, or triple vessel disease. [5] [6] [7] [8] [9] Barrabés et al 6 and Kosuge et al 7 have reported aVR ST-segment elevation to be an independent risk factor for increased morbidity and mortality. Therefore, the presence of aVR ST-segment elevation, in conjunction with other ischemic changes, should be considered an ST-segment elevation myocardial infarction equivalent and warrants immediate interventional reperfusion 6,7,10 ( Figure 3) . v
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